In previous communications, Olivecrona had divided the incomplete removals into two groups: (l) Intracapsular; (2) subtotal. But there was found to be no essential diffeience in the follow-up histories, and further, since the border-line between the two is narrow, Olivecrona decided to abandon this classification, and to reduce the operation to Professor Olivecrona thought that the operation was infinitely more difficult to do if the facial nerve was to be preserved, and should only be persisted in when the anatomical configuration in the operation field was favourable.
The causes of death in the cases of complete removal were pulmonary complications (5), lesion of the basilar artery, subdural haematoma, injury to the vagus, shock and haemorrhage (1 each). In all the remaining 34 cases death was caused by postoperative clot in the tumour bed or haemorrhagic softening of the pons. In about half the cases the clot was held to be the dominant factor; in half, the brain stem injury. In the angle even a small clot is very dangerous. Haemorrhagic softening of the pons might, in Professor Olivecrona's opinion, be due to interruption by clips or electrocoagulation of the petrous and other veins on the lateral surface of the pons because it could be seen in cases where it was known that injury to the brain stem had been minimal at operation. Migration of the population during the war, difficulties in travelling, and the general preoccupation with more urgent matters interrupted our routine follow-up investigations in many cases, and our present information is by no means complete. In 17 cases we have as yet no useful follow-up studies and in another 15 the information is not up-to-date. This is accordingly an interim report, but it is unlikely that subsequent information will alter our conclusions significantly.
Our cases fall into four groups depending on the method ot treatment undertaken (Table 1) Inoperable.-Six patients were considered to be "inoperable ", or too ill to stand operation. When first seen most of them were blind and had gross ataxy, as well as dysarthria, dysphagia, and the like. In this connexion we believe that if a patient is already irreparablv blind from an acoustic tumour the prospects are unfavourable. After operation for an acoustic 'tumour it is usually necessary to learn to walk again, and the combination ot blindness with ataxia makes this such a difficult task that in practice it is rarely done. We have found that the patient who is both totally blind and ataxic is usually consigned to an inactive existence because no one has time to look after him. However, it is sometimes necessary to operate on unfavourable or
